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W'000 INITIAL COMMENTS W 000

A recertification survey was conducted from .

August 31, 2011 through September 2, 2611, . ' - '

utilizing the fundamental survey process. A . , ) Ta) |

random sample of three clients was selected _ \ \;‘U \ ' l l

from a population of three females and two males  'Department of Health N

with various levels of intefiectual and ' Heelth Regulation & . Administration

developmental disabilities. : Mggliab Care Faciiities Division

. ‘ Noith Cepltol 8t, N.B,
The findings of the survey were based on . w 0.0,

abservations at the group home, two day
programs, interviews with clients, family member
and slaff and the review of clinical and ;
administrative records, including incident reports,
jQualified Mental Retardation Professional ‘
{QMRP} will be referred to as Qualified i
Intellectual Disabilities Professional {QIDF) within
this report). ;

W 120 483.410(d}{3) SERVICES PROVIDED WITH . w20
OUTSIDE SOURCES - '

The facility must assure that outside services
meet the needs of each client.

This STANDARD is not met as evidenced by:
Based on observation, interview and record . . -
review, the facility failed to ensure that outside The QIDF reported to clicnt #2's day program on 9-06-11
services meet the needs of each client, for one of to enservice the day service sff on the proper wheelchair
the three clients in the sample. (Client#2) positioning including feet and legs.

The finding includes: Refer lo attachment #1.
In the future, the QIDP will ensure that the day program

f)mperly position client #2 on her wheeichair. To cnsure

On August 31, 2011, beginning at 12:33 p.m.,
observations conducted al the day program ‘
revealed Client #2 was observed sitting in a ‘ that the recommendations are [ollowed upon, QIPD will make
custom molded wheelchair with a lap tray

attached to it. Further observations revealed that . Arequent unannounced visils at the day program.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
L

WHRe  H )N ib'\%@mﬂl IRARY/ P[?iﬂ 23 [

Any deficiency stale%»ant &ding with ar| asterisk (") :iell\otes @ deficiency which the institulon may be\excused from correcting providing it is determined that

other safeguards proyide sufficient protection to the patients. (See instructions.) Except fafinuesing hormes, the findings statad above sre disclasabie 80 days
follawing the date of survey whethet or not a plan of comrection is provided. For nursing homes, the abova findings and plans of corection are disclosable 14
days foliowing the date these documents are made available to the facility, 1f deficiencies ars cited, an approved plan of correction is regulsite te continved
pregram participation.
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W 120 Continued From page 1 w120
the wheelchair was observed with leg and
2-06-11

footrests. At 12:38 p.m., Client #2's fest were
observed placed directly behind ihe iegffootrests.
‘At 12:51 p.m., staff asked Client #2 was she
okay. The client replied, by shaking her head
yes. At that ime, the staff was not observed to
reposition tha client's legs properly onto the
wheelchair leg and footrest. At 1:12 p.m., Client
#2 was observed trying to position her legs onto
the leg and footrests but was unsuccessful. The
surveyor informed the staff that Client #2's feet
were not placed properly onto the foolrests. At
approximately 1:16 p.m., the staff placed the
client's feet back onto the wheelchair leg and
footrest.

At approximately 1:18 p.m,, interview with the day
program staff on the same day revealed that she
was unaware that Client #2's feet wera positioned
behind the wheelchair leg and footrests. Staff
indicated that was a poor oversight on her part.

At the time of the survey, the facility failed to
ensure that Client #2's legs and feet were
properly positioned onta her wheelchair as
prescribed.

W 159 483 .430{a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must he
integrated, coordinated and monitored by &
qualified mental retardation professional.

This STANDARD is not met as evidenced by
Based on cbservation, interview, and record
review, the qualified intellectual disabilities .
professianal {QIDP) failed to coordinate, monitor,

W 159

The QIDP reported to client #2's day program on

{o enservice {he day service staff on the proper wheelchair

positioning including feet and legs.

Refer to attachment #1.

in the future, the QIDP will ensure that the day program
properly position client #2 on her wheelchair. Tolensure

that the recommcudations are followed upon, QIPD will make;
lrequent wnannounced visits at the day program.

The QIDP reported lo client #2's duy progmmon  9-06-11

to cnservice the day service staiT an the praper wheclchair

positioning including feet and legs. :

Refer o atlachment #1.

In the luture, the QIDP will ensurce that the day program

properly position clicat #2 on her wheelchair. To ensure

that the recommendations are foliowed upon. QIPD will makd
frequent unannounced visils al the day program.
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W 159 Continued From page 2 W 169,

integrate each client's active treatment, for four of
five residents residing in the facility. {Clients #1, i
#2, #3 and #4)

The findings include:

1. Cross refer to W120. The facility's QIDP .
failed to ensure that cutside services met the _ Referio W 120 P 1&2 9-06-11
needs of each client, for one of the three clients in- - Alfachment # |

the sample. (Client#2)

2. Cross refer to W189. The facility's QIDP
failed to ensure that each employee was provided . s
with effective training that enabled the employee Refer to W 189 P 344 ; 91511
to perform his or her duties effectively, efficiently, Attachment #2 !

and competently for Client #2.

. - 5 -22-11
3. Cross refer ta W248 and W371. The facility's Refer (o W 249 P.5, 6, &7 2
QIDP failed ta implement an effective system to .+ Auachment #3
ensure that each client participated in a Referto W 371 P7.8,9, 10, 11 9.03-11
self-medication {raining program, for two of three | Attachment #4
clients included in the sample. (Clients #1 and #2)
4. Cross refer to W436. The facility's QIDP ‘ : Refer 1o atiachmeni #5a 9.07-11
failed coordinate and monitor services to ensure I 9-15-11
Client #3's right wrist hand splint was furnished Attachment # Sb
and maintained in condition and failed to ensure Attachment # 5c : 9-16-11
Ciient #4's wheelchair footrest were furnished. Cy Altachment # 61 . C0.02-11

W 189 4B83.430(e)(1) STAFF TRAINING PROGRAM W 184,
Altachment #6D 9-06-11

The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently. .

This STANDARD is not et as evidenced by:
Based on observation, interview and record
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W 189 Continued From page 3 W 189

review, the facility failed to ensure that each
employee was provided initial and continued
training that enabled the employee to perform his
or her duties effectively, efficiently, and
competenily for one of three clients in the sample.
(Client #2)

The finding includes:

Record review on September 2, 2011, at
approximately 10:10 a.m., failed to provide
evidence of inservice training on the use of
wheelchair safety.

On August 31, 2011, at 9:43 a.m.,, Cllent #2 was
cbserved sitting in a custom molded wheelchair
walching television in the living room. A few
minutes later, Client #2 was transporied to the
company van for departure to the day program.
Staff #1 was observed to place the client's '
wheelchair onto the wheelcheir ik, locked the :
wheelchair, and remained on the side of the fift as
the wheeichair was raised up to the back of the
van. Staff #2 was observed standing at the back
of the van for support. The wheelchair strap was
abserved atlached to the wheelchair Iift which

was not used by Staff #1.

Interview with Siaff #2 on the same day at 9:50
a.m. revealed that the strap altached to the
wheelchair should have been used to further
secure Client #2 while being loaded onto the
wheelchair lift. Interview with Staff #1, who
admittedly did not secure Client #2 using the
strap attached {o the wheelchair, revealed that
the strap was a little short. Cantinued
observations later that afterncon at 3:50 p.m.,
Staff #£3 was observed to show Staff #1 how to

- Ali stalT were (rained by Oneness Mobility on - 9-15-11
The trning included Whelechair tic down,
Wheelchair securement system, Salety,

Securement system in and out of vehicle,

Pretrip assessment, Wheelchair fift penerat
precautions Wheelchair lift operstions ( power manual}
The training was on clicni #2's wheelchair salcty

as well as the rest of the clieni on wheelchairs

in the facility.

Rcler (o attachment #2,

In the luture, the facility mahugcmcnl will

" cosure thal staff are trained oo the usc of

wheeichair safety
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W 189 Continued From page 4 W 189
secure Client #2°s wheelchair using the
wheelchair sfrap attached to the wheelchair fift . )
~ All staff were trained by Oncness Mobilily on 9-15-11
Interview with Staff #1 and the quaiified " The training included Whelechair tic down,
inteflectual disabilities professional (QIDP) on o il vt afe
Wheelch: rement system, Safety,
September 2, 2011, at 10:07 a.m., revealed that e le
she had received training on securing client's Securement system in and oul of vehicle,
wheelchair on the van. Interview with the Pretrip assessment, Wheelchair lift general
residential director (RD) and the registered nurse - precautions Wheelchair Lift operations { power manuaf)
(RN) on the same day at approximately 3;59 7 The training was on chient #2's wheelchair safety
p.m., reveale.d that ‘"?“ staff had received training as wel as the rest of the clicnt on wheelchairs
on wheelchair security. . o,
in the factlity.
Review of the in service training records on Refer 1o attachment #2.
Sepitember 2, 2011, at 10:20 a.m., revealed there " In the futurc, the {acHily management will
was no documented evidence that staff had . ensure that stafT are trained on the use ol
received training on wheelchair security. 1t should : "
be noted that the surveyor had requested  wheelchair safety
evidence of the wheelchair security training forall -
slaff on September 2, 2011, at approximately
10:10 a.m.
W 249 4B83.440{d)}{1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
formulated a client’s individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and senvices in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
pian.

This STANDARD is not met as evidenced by:
Based on chservation, staff interview and record
review, the facility failed to ensure each client
received continuous active treatment, for two of

W 249
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W 249 Continued From page 5 W 249
the three clients in the sample. (Clients #1 and
#2)
The findings include:
1. During evening cbservation on August 31, .
2011, at 4:50 p.m., Client #1 was observed .
Pt ; CC : as 9-21-11
participating in table top activities. At4:55 pm., . Client #1 was reasscssed by the QIDF on
the client threw the blocks across the table. The Clicnt #1 does not communicate with sign language.
staff put the blocks back in front of the client and The goal has been revised and the criteria was
Sheﬁgenw tossed thei? ?1‘:'055 the tahble- The changed to physical assistance.
staff asked the client If she was finished playing F has been trained to physically assist clicat
and the client turned her head in the apposite Sla.[T h‘lb, cen framec o p g :m ilq“ o mt .
-direction of the staff. Interview with the staff on #1 in the implementation of the table lap activities.
August 31, 2011, at 5:20 p.m., revealed that the , Refer to altachment #3
client was non-verbal and used gestures to - The Speech and Language Pathologist will
express her needs. asscss client #1 on 9-30-11 !
. : N . T at client Jlll:
Review of Client #1's individual program plan In the futurc, the QIDP will ensure lh'_]l chent® :]
(IPP) dated November. 10, 2010, on September 1, goal and ob:;clc.lwc coincide with her cognitive an
2011, at 10:06 a.m , revealed a program objective adaptive abilities.
which stated," {the client] will use manual signs
{yes, no, thank you, sorry, what and please) with
physical assistance from staff on 60% of
recorded trials per month for three consecutive Client #1 was reasscssed by the QIDP on 9-21-11

months.”

On September 2, 2011, at 10:00 a.m., interview
with the qualified intellectual disabililies
professional (QIDP) indicated thal the Client #1
does not use sign language; however, she uses
geslures to express her needs. Interview with the
direct support staff on September 2, 2011, at
10:40 a.m., who had been on duty the evening of :
August 31, 2011, revealed that the client used
gestures to express her wants and needs. She
further indicated that if she does not want to
participate in an activity, she would throw items

Clicot #1 does not communicate with sign language.
: The goal has been revised and the criteria was

changed to physical assistance,

StafT has been trained to physically assist client ;
“#1 in the implementation of the fable {op activitics.
'Refer lo attachment 43 )

The Speech and Language Pathologist will

ussess client #1 on 9-30-11]

{n the future, the QIDP will ensure that client #1's

goal and objective coincide with her cognitive and
_adaptive abilities. :

FORM CMS-2567(0.2-99) Previcus Yersions Obsolele Event ID: t7VC11

Facility ID: 05G217 If cantinustion sheet Page 6 of 13




PRINTED: 09/15/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DETICIENGIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A BUILDING
B. WING
08G217 09/02/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
617 DAHLIA STREET, NW
E \
RCM OF WASHINGTON, INC WASHINGTON, DE 20011
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o X PROVIDER'S PLAN OF CORRECTION (54
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

"W 249 Continued From page 6
across the table or the room.

Reveiw of the QIDP quarterly notes dated from
November 2010 through August €, 2011, on
Septebmer 2, 2011, at 10:55 a.m., revealed that
Client #1 required 40% physical assistance to
complete the signs. The notes further revealad
that the client shouid continue to receive training
on the manual sign language [PP. The QIDP
confirmed that the client does not use manual
signs and she would speak fo the staff that
worked on August 31, 2011, and documented on
Client #1's sign language IPP.

2. Cross Ref W371. The facility failed to
implement an effective system to ensure that
each client paricipated in a seif-medication
training program, for twa of three clients included
in the sample, (Clients #1 and #2)

W 371 483.460(k)}{4) DRUG ADMINISTRATION

The system far drug administration must assure
that clients are taught to administer their own
medications if the interdisciplinary team

is an appropriate objective, and if the physician
does not specify otherwise.

This STANDARD is not met as evidenced by;
Based on observations, interviews and the
review of records, the facility failed to implement
an effective system to ensure that each client

for two of three clients included in the sample.
{Clients #1 and #2)

The findings include:

determinas that self-administration of medications

participated in a self-medication training program,

W 249 Client #1 was reassessed by the QIDP on 9-21-11
Clicnt #1 docs not communicale with sign language.
The goal has been revised and the criteria was
changed to physical assistonce.
S1aff has been trained to physically assist client
. #1 in the implementation of the table top activities.
 Refer o attachment #3

The Speech and Language Pathologist will

assess client #§ on 9-30-11

The Speech and Language Pathologist will

assess clienl #1 on 9-30-11

In the future, the QIDP will ensure that client #1's

goal and objective coincide with her cognitive and
¢ adaptive abilities,

Referto W 371 P 7,89, 10,11 9-03-11

W 371 Attachment #4

i
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1. Obsarvation of the medication administration
on August 31, 2011, at 4:35 p.m_, revealed the
licensed practical nurse (LPN) prepared Client
#1's medications. He punched a piliinto a
medicine cup, crushed the pill, placed into a cup
of applesauce and spoon fed the client her
medication. The LPN then held a cup up to the
client's mouth as she chent drank water. When
finished, the LPN placed the medicine cup into
the trash can. At 6:50 p.m., the LPN was
observed preparing Client #1's medications. He
punched the pills into a medicine cup, crushed
the pills, piaced them a cup of applesauce and
spoon fed the client her medications. At no time
did the LPN encourage the client to participate in
the self-medication administration.

Interview with LPN on the same day, after the
medication administration, revealed that the client
does not participate in a self medication program.

Review of Client #1's self medication assessment
dated May 26, 2011, on September 1, 2011, at
9:45 a.m., revealed that the client is capable of
self administering medication with assistance and
under close supervision. At that time, a training
program was fecommended and the
interdisciplinary team accepted the training
progsam.

Review of Client #1's Individual Pragram Plan
{IPP) dated November 10, 2010, on September 1,
2011, at 10:06 a.m., revealed a program goal
which stated, “increase her self medication
participation skills". Further review indicated
Client #1's self-medication program was outlined
as follows;

- medication program is fully implemented per protocol. 9-03¢

* all of the individuals are encouraged 1o fully participate

*Client #1 is cncouraged fo participate in self medication

. medication program is fully implemented per protocol.

Client #2 is encournged to participate in sell’ medication
program during medication administration. Even il she
refuses, she is offered wilh the opporiunity lo participate.

All nurses have been retrained te ensure Lhat client #2' scil

Refer to attuchment #4,

In the future, the pursing team will ensure that

in the sclf medication program.

program during medication administration. Even il she
refuses, she is offered with the opportunily to participate.
All nurses have been retrained lo ensure that client #1's seff
9-(
Refer to attachment #4.

In the {uture. the nursing team will ensure that

all of the individuals are encouraged to Tully participate

in the sell medication program. '
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- With hand over hand assistance from the nurse,
{the client] will accept the dispensed mediation
from the nurse,

- With hand over hand assistance fram the nurse,
{the client} wili put the medication in her mouth;
and

- With hand over hand assistance from the nurse,
[the client] will swallow her medications with a cup
of water.

Review of Client's #1 program documentation
record on September 1, 2011, at approximately
12:30 p.m., revealed that the LPN documented
that the client required hand over hand
assistance, Interview with the facility's registered
nurse on September 1, 2011, at appraximately
1:00 p.m., reveaied that the LPN shouid
encourage Client #1 to participate in the self
medication program.

2. Observation of the medication administration
on August 31, 2011, at 6:26 p.m., revealed the
licensed practical nurse (LPN) preparing Client
#2's medications. He punched the pills into a
medicing cup, crushed the pills, placed into a cup
of applesauce and spoon fed the client her
medication. The LPN then held the cup up to the
client's mouth as she client drank the water.
When finished, the LPN placed the medicine cup
into the trash can. At no time did the LPN
encourage the client to participate in the
self-medication agministration.

interview with LPN on the same day, after the
medication administration, revealed that the client

Client #1 is encouraged fo partictpate in self medication
" program during medication administration, Tven if she
refuscs, she is offered with Lhe opportunily to participate.
 All nurses have been retrained to ensurc that client #1's seff

medication program is (ully implemented per protocol. 9-03¢

Refer to altachment #4. .
In the hirure, the nursing team will ensure that

~ all of the individuals are encouraged to fully participate
iny the self medication program.

- Client #2 15 encouraged o participate in scl medicalion
program during medication adminisiration. Even if she
refuses, she is offered with the opporiunity to participate.
Al nurses have been retrained to ensurc thai client #2' self]
medication program is lully implemented per protocol. 8-
Refer 1o attachment #4,
In the [uture, the nursing feam will ensure that.
alt of the individuals are cncouraged to fully paricipate

in the sell’ medication program.
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does not participate in a self medication program.

Review of Client #2's self medication assessment
dated May 26, 2011, on Seplember 1, 2011, al
11.00 a.m,, revealed that the client is capable of
self administering medication with assistance and
under close supervision, At thal time, a training
program was racommended and the
interdisciplinary team accepted the training
program,.

Review of Client #2's Individual Program Plan
{{PP) dated October 25, 2011, on September 1,
2011, at 12:06 p.rn., revealed a program goal
which stated, “increase her self medication
parlicipation skills”. Further review indicated
Client #1's self-medication program was outlined
as follows:

- With hand over hand assistance from the nurse,
[the client] will accept the dispensed mediation
from the nurse:

- With hand over hand assistance from the nurse,

[the client] wilt put the medication in her mouth:
and

- With hand over hand assistance from the nurse,

[the client] will swallow her medications with a cup _

of water.

Review of Client's #2 program documentation
record on September 1, 2011, at approximately
2:30 p.m., revesled that the LPN documented
that the client required hand over hand
assistance. Interview with the facility's registered
nurse an Seplember 1, 2011, at approximately
3.00 p.m., revealed that he LPN should

W 371,

Client #2 is encouraged (o participale in self medication
program during medication administration. Even i’ she
reluses, she is offered with the opportunity Lo participate.

All nurses have been retrained to ensure that client #2's self’
medication program is fully implemented per protocol.  9-03
Refer to attachment #4.

In the future, the nursing team will cnsure that

afl of the individuals arc encouraged to fully participate

in the self medication program, '

Client #2 is cncouraged (o participale in self medicalion
program during medication administration. Even il” she

' reluses, she is offered with the opportunity to participate.
All nurscs have been retrained 1o ensure that client #2's sell

‘medication program is fully implemented per protocol.  9-0
Reler (o attachment #4.

.In the luture, the nursing team will ensure that !

alb of the individunls are encouraged to fully pat"licipalc

,in the sellf medication program, ‘

B-11
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encourage Chent #2 to participate in the salf
medication program.
W 436 483.470(gH2) SPACE AND EQUIFMENT W 436.

The facility must furnish, maintain i good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications gids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to furnish and maintain in
good condition hand splint, neck brace, and
wheelchair, as prescribed, for two of the four
clients residing in the facility. (Clients #3 and #4)

The findings include:

1. The facility failed to furnish and maintain in
condition Client #3's right wrist handsplint.

On August 31, 2011, at .56 a.m., Client #3 was
observed sitting in & custom molded wheelchair
watching teievision in the living room area. The
client's right hand appeared to he contracted. A
few seconds later, interview with the licensed
practical nurse (LPN) verified that the Client #3's
right hand was contracted. On September 2,
2011, at 9:58 a.m., review of Client #3's individual -
support pian (ISP) dated Dacember 18, 2010,
revealed an occupational therapist (OT) guanerly
review May 2011. The OT review revealed that
Client #3 would continue to benefit from the hand
splint to maintain his current range of motion

Chient #3 was wearing his hand splint at his residence prior

to his hospitalization from 8-8-11 to 8-23-11 when

he was discharged from the nursing home, and returned (o

his residence at 617 Dahlia strect NW.

According to the steT, Mr, Jones wore his hand splini aﬂc_r lhe
hospitalization. The staff did nod report to the house management
tcam that Mr. Jones' hand splint was not in place.

Once the home management team was aware of the missing

hand sphint, the DON contacted The PCP 1o request the pos and
719-A was signed by the PCP on 3-07-11.

Reler lo attachment # 5 a

. Hanger Prosthetics & Othotics was conlacted for Mr. Jones'
hand splint fitting appoiniment, which was scheduled on - 9-15-11

" Reler to attachment §b

The Occupational Therapist reported to the home, and
completed Mr. Jones' IPP and data collcction sheet. 9-16-11

Refer o attachment 5c.

" Staff were trained on the adaptive equipment by the QIDP on 9-22-11

Refer to atiuchment # 3d

In the future, the facility manogement will ensure thal the
individuals' adaptive equipment arc furnished, and in good repair.
All stalf were disciplined for (ailure to report the missing

hand splitito the facility management,
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(ROM), prevent contractures, and encourage an
open hand posture.

Interview with the same LPN on September 2,
2011, at 10:15 a.m., revealed the client was had
a right wrist hand splint to address his
contractures of the right hand. Further interview
revealed the hand splint should be worn for three
hours and off for one hour. When asked 1o see
the hand splint, the LPN was unable to produce
any evidence of it. A telephone interview

conducted with the OT on Septembar 2, 2011, at

3:20 p.m., confirmed the LPN's aforementioned
interview.

At the time of the survey, there was no evidence
that Client #3's furnished and maintained in good
repair.

2. On August 31, 2011, at 7:45 a.m., Client #4
was observed taying on the sofa with a manual
wheelchair placed in front of him. At 9:15 a.m,,
staff was abserved propeliing the client to the
bathroom. During the transition, Client #4's fest
were dragging on the floor, enderneath the
manual wheeichair. Seconds later, the staff was
interviewed to ascertain informalion regarding
whether or not footrests were required on her
wheelchair. The staff repiied, "l am not aware
that the client has or uses footrest for his
wheelchair.” Interview with the qualified

intellectual disabilities professianal (QIDP), on the
same date, at approximately 11:00 a.m., revealed :

that since her employment {(May 2011) she had
not seen any footrest on Client #4's wheelchair,

Review of Client #4's record an September 2,
2011, at approximately 10:00 a.m., revealed a

1] PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

W 436
Referto W43a P 1] 9-07-11
Attachment #3a :
Atllachmenl # 5b 9-15-11
Altachment #5¢ 9-16-1

Attachment #5d f

" Client #4's swing away footrests were found on 9-02-11
There were inside the closet.
Refer to attachment # 6a
Anather 719-A was signed by the PCP for
the order of the new pair of footrests on
Refer to attachment # 6b
Staff were trained on the adaptive equipment by the
by the QIDP on 9-22-11
Refer to attachment # Sd
in the future, the facility management will
ensure that the individuals' adaptive equipment

9-06-11

are available and in good repair.
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third physical therapy (PT) quarterly progress
review dated August 12, 2011, that
recommended that Client #4's wheelchair obtain
swing away, removable footrest with fold up
footplates for his wheelchair.

On September 2, 2011, at 11:30 a.m., the RN
provided a durable medical equipment {DME)
order dated December 1, 2010. The DME order
revealed that a standard wheelchair with footrest
was delivered to Client #4's home on December
3,2011. Further interview with the RN and FD,
revealed no evidence of the whereabouts of
Client #4's footrest. The QIDP informed the
survey, that she called all the staff, inguiring
about Ciient #4's foolrest, to no avail. At the time
of the visit, the facility failed to provide evidence
of Client #4's footrest.

Client #4's swing away (ootrests were found on .9-02-1]
There were instde the closel. ‘
Refer to attachment # 6a

Another 719-A was signed by the PCP for
the order of the new pair of footresis on
Refer lo attachment # 6b
- StafT were trained on the adaptive equipment by the
" QIDPon 9-22-11
- Refer to attachment # 5d ‘

in the future, the facilily management will

ensure that the individuals' adaptive equipment
. are available and in good repair.

9-06-11
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1000 INITIAL COMMENTS 1000

A licensure survey was conducted from August
31, 2011 through September 2, 2011, A random
sampie of three residents was selected from a
population of three females and two males with
various intellectual and developmental disabilities.

The findings of the survey were based on
cbservations and an interview with one family
member and residents, staff in the home and at
two day programs, as well as a review of resident
and administrative records, including incident
reports.  [Qualified Mental Retardation
Professianal (QMRP)} will be referred 1o as
Qualified Inteltectual Disabilities Professional
{QIDP) within this report].

1080 3504.1 HOUSEKEEPING t 090

The interior and exterior of each GHMRP shall be

maintained in a safe, clean, orderly, attractive,

and sanitary manner and be free of

accumulations of dirt, rubbish, and objectionable

odars.

This Statute is not met as evidenced by:

Based on observation and interview, the Group
Home for Persons with Intellectual Disabilities
{(GHPID) failed to maintain the interior of the
facility in a safe, clean, orderly, attractive, and
samtary manner, for one of five residents residing
in the home. {Resident #5)

The finding includes:

Observation and inlerview conducted with the
facility qualified intellectual disabilities
professional {QIDP) on September 2, 2011,
beginning at 2:20 p.m., revealed the foliowing:
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Each GHMRP shall provide adeguate
administrative suppert to efficiently meet the
needs of the residents as required by their
Habilitation plans.

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the group home for persons with
intellectual disabilities (GHPID) failed to ensure
adequate administrative support had bean
pravided to effectively meet the needs, for three
of three residents in the sample. {Resident 22,
#3 and #4)

The findings include:
1. Cross refer to federal deficiency citation

W188. The GHPID's QIDP faiied to ensure that
each employee was provided with effective

(X430 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 1X5)
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1090 Continued From page 1 1080
. . ) < tape on the left side of the foot board

1. Observation of Client #5's bedroom revealed The grey duck tape on the left s 0-06-11
that her bed was abserved with gray duck tape on removed on ' '
the lefl side at the foot board. The black In the future, the facility management will ensure
timming/molding on tap of the foot board was l thal the interior of the bedroom of clicnt's #5 is sale
observed to be detached from the foundation. clean and attractive.
2. There was a block of wood underneath Client ) .
#5's bed located near the head rest that was The block of weed underneath Client #5 bed lucated
attached to the wall. The wood was placed there | near the head rest was removed on 9-006-11
to keep the client's head board from damaging Tn the future, the facility management will cnsure
the wall Hawever, the bed remained )  that the interior of the bedroom of clicnt's #5 is safie
approximately 5 inches from the wall which | and atiractive
caused the closet door not open fully. clean and: :
The QIDP confirmed the above-cited deficiencies
at the eonclusion of the environmental :
wailk-through,
3508.1 ADMINISTRATIVE SUPPORT 1180
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training that enabled the employee to perform his
or her duties effectively, efficiently, and
competently for Residenl #2.

2. The GHPID's QIDP failed coordinate and
monitor services to ensure Resident #3's right
wrist hand splint was fumished and maintained in
condition, as evidenced below.

On August 31, 2011, at 9:55 a.m., Resident #3
was observed sitting in a custom molded
wheelchair watching television in the living room
area. The resident’s right hand appeared to be
tontracted. ‘A few seconds later, interview with
the licensed practical nurse (LPN) verified that

the Resident #3's right hand was contracted. On'

September 2, 2011, at 9:58 a.m., review of
Resident #3's individual support plan {ISP) dated
December 18, 2010, revealed an occupational
therapist (OT) quarterly review dated May 2011,
The OT review revealed that Resident #3 would
continue to benefit from the hand splint to
maintamn his current range of motion {ROM),
prevent contractures, and encourage an open
hand posture.

Interview with the same LEN on Seplember 2,
2011, at 10:15 a.m., revealed the resident was
had a right wrist hand splint to address his
contractures of the right hand. Further interview
revealed the hand splint should be on for three
hours and off for one hour, When asked to ses

-the hand spiint, the LPN was unabie to produce

any evidence of it. A telephone interview
conducted with the OT on September 2, 201 1, at
3:20 p.m., confirmed the LPN's aforementionad
interview.

At the time of the survey, there was no evidence
that Resident #3's furnished and maintained in

Attachment #1

¢lient #3 was wearing his hand splint at his residence prior

o his hospitalization from 8-8-11 10 8-25-11 when

he was discharged (rom the nursing home, and returned to

his residence at 617 Dahiia street NW.

According to the staff. Mr. Jones wore his hand splint afier thy

hospitalizalion. The stalT did nol report (o the house manigement

team that Mr. Jones' hand splinl was not in place.

Once the home management team was aware of the missing

hand splint, the DON contacted The PCP 1o request the

POS and 719-A wus signed by the PCP on 9-07-11.

Reler to attachment # 5 a _

Hunger Prosthetics & Othotics was contacted for Mr. Jones'

hand splint fitting appointiment, which was scheduled an
9-15-11

i
Refer to attachment 5b
The Oceupational Therapist reported to the home, and

compteted My, Jones' IPP and data collection sheet.

Refer to attachmeni S¢ 9-16-11
! Stall were trained on the adaptive equipment by the QIDP
on 9-22-11

Refer to attachment 4 5d
In the Tulure, the facitily management will ensure that the
Hindividuals' adaptive equipment are furnished, and in good

epair.
All staff were disciplined for failure 1o report the missing
hand split to the facility management,
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good repair.
This is & repeat deficiency.

3. On August 31, 2011, at 7:45 a m., Resident #4
was observed laying on the sofa with a2 manual
wheelchair placed in front of him. At 9:15 am,
staff was observed propelling the resident to the
bathraom. During the fransition, Resident #4's
feet were dragging on the floor, underneath the
manual wheelchair, Seconds laler. the staff was
interviewed lo ascertain information regarding
whether or not footrests were required on her
wheelchair. The staff replied, "l am not aware
that the resident has or uses footrest for his
wheeichair.” Interview with the qualified
intellectual disabilities professianal {QIDP), on the

that since her employment (May 201 1) she had
not seen any foolrest on Resident #4's
wheelchair.

Review of Resident #4's record on September 2,
2011, at approximately 10:0C a.m., revealed a
third physical therapy (PT) quarterly progress
review dated August 12, 201 1, that
recommended that Resident #4's wheeichair
obtain swing away, removable footrest with fold
up footplates for his wheelchair,

On September 2, 2011, at 11:33 a.m., the RN
provided a durable medical equipment (DME)
order dated December 1, 2010. The DME order
reveéaled that a standard wheslchair with footrest
was delivered to Resident #4's home on
December 3, 2010. Further interview with the BN
and PD, reveaied no evidence of the
whereabouts of Resident #4's footrest. The
QIDP informed the survey, that she called all the
staff, inquiring about Resident #4's foolrest, to no

same date, at approximately 11:00 a.m., revealed -

Client #4's swing away foolrests were found on - 9-02-11

There were inside Lhe closet.

. Relfer to attachment # 6a

Another 719-A was signed by the PCP for

Lhe order of the new pair of footrests on 5-06-11

! Refer to attachment # 6b

Staff were (rained on the adaptive equipment by

the QIDP on 9-22-11
Refer 1o attachment # 5d

In the future, the faeility manapement will

ensure that the individuals' adaptive equipment

i are available and in good repair.

Client #4's swing away foolrests were Jound on 9-02-11
There were inside the closet.

Refer to attachment # 6a

Another 719-A was signed by the PCP for

the order of the new pair of footrests on 9-06-11
Reler to attachment # 6b

StafF were trained on the adaptive equipment by the
QIDP on 9-22-11
. Refer 1o attachment £ 5d

In the Tuture, the facility management will

cnsure that the individuals' adaptive equipment

are available und in good repair.
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1180 Continued From page 4

avail. Atthe time of the visit, the facility failed to
provide evidence of Resident #4's footrest,

1206 3509.6 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performed and that the employee ' s health status
would aflow him or her to perform the required
duties.

This Statute is not met as evidenced by:

Based on interview and record review, the group
home far persons with intellectual disabilities
(GHPID) failed to ensure that five of the nine staff
(Staff #1, #2. #6 and #7), two of the eight nurses
{Nurses #1 and #4) and three of the eleven
consultants {primary care physician, speech
pathologist and social worker) had current health
certificates.

The firnding includes:

On September 2, 2011, beginning at 10:20 a.m.,
review of the personnel records revealed the
GHPID failed ta have evidence of current health
certificates for five of the nine staff, two of the
eight nurses, and three of the eleven consultants.
The staff confirmed that the aforementioned
personnet were without current health certificates
in their parsonnel files.

1222 3510.3 STAFF TRAINING

There shall be continuous, ongoing in-service

| 180

| 206

1222

Staff#1, 2, 3, and #4's health certificales are currently on file
Refer to altachment # 93 & 9b 9¢ 9d

In the future the home management will ensure the

; stall's health certificutes are in the facility and available

i lo monitors upon requests,

The three consultants's health certificales are currently
on file.

Refer to attachments # 10a, 10b, 10

In the future the home management will ensure the
consultants ‘health certificates are in the facility

; and available to monitors upon requests,

9-(Tﬁ-t 1

Heaith Regulation & Licensing Administration
STATE FORM

17VC1 If continuation sheet S of 15

-16-11



Health Regulation & Licensing Adminisiration

PRINTED: 09/15/2011
FORM APPROVED

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECYON IDENTIFICATION NUMBER.

09G217

{R2) MULTIPLE CONSTRUCTION

A. BUILDING

{X3) DATE SURVEY
COMPLETED

B. WiNG

09/02/2011

NAME OF PROVIDER OR SUPPLIER STREET ADDF!ESS. CITY. STATE, 2IP CODE

RCM OF WASHINGTON, INC ﬂ;ﬁ,‘:‘#&’%ﬁgﬁE;&(’,‘H

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FuLL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S FLAN OF CORRECTION (45)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPIETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

1222 Continued From page 5
training programs scheduled for all personnel.

This Statute is not met as evidenced by:

Hased on observation, interview and record
review, the group home for persons with
intellectual disabilities (GHPID) failed to ensure 3
continuous, ongoing in-service training program
lo address the needs, for one of three residents
in the sample. (Resident #2)

The finding includes:

Record review on September 2, 2011, at
approximately 10:10 a.m., failed to provide
evidence of inservice training on the use of
wheelchair safety.

On August 31, 2011, at 9:43 a.m., Resident #2
was observed sitting in a custom moided
wheelchair watching television in the living room.

to the company van for depariure to the day
brogram. Slaff #1 was observed to place the
resident's wheelchair onto the wheelchair lift, lock
the wheelchair, and remain on the side the lift s
the wheelchair was raised up to the back of the
van. Staff #2 was observed standing at the back
of the van for suppon. The wheelchair strap
observed attached to the wheeichair |ift was not
used by Staff #1.

Interview with Staff #2 an the same day at 9:50
a.m. revealed that the strap attached to the
wheeichair should have been used to further
secure Resident #2 while being loaded onto the
wheelchair lift. Interview with Staff #1. who
adrmitiedly did not secure Resident #2 using the
strap attached to the wheelchair, revealed that
the strap was a little short. Continued
observations later that afternoon at 3:50 p.m,

!

A few minutes [ater, Resident #2 was iransported

222

 the facility,

All stadl were irained by Oneness Mobility on 9-15-11
The training included Whelechair tic down,

Wheelchair securement system, Safety,

Securement system in and oul of vehicle,

Pretrip assessment, Wheelchair lift general

precawtions Wheelchair Nift operations ( power manual)
The training was on client #2's wheclchair safety

as well as the rest of the client on wheclchairs

Refer to attachment #3.
In the future, the facility management will
cnsure that staif are (rained on (he use of

whecelchair safety

Health Regufation & Lirensing Administration
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Staff #3 was observed to show Staff #1 how to
secure Resident #2's wheelchair using the All stafl were trained by Oneness Mobility on 9-15-11
wheelchair strap attached to ihe wheeichair Iit. The training included Whelechair lic down,
. . selchair see et system, f‘l,
Interview with Staff #1 on September 2, 2011, at Wheclchair sceurement system ?“ e
10:07 a.m., reVea|ed thaf She had ret:9ived Securement syalcm 1t and Dll.l O. ve icle,
training on securing resident's on the van. | Pretrip assessment, Wheelchair lift general
interview with the quafified intellectual disabilities precautions Wheelchair 1ilt operations { power manual)
professional (QIDP} on the same day at The training was on client #2' wheelchair salety
approximately 3:50 p.m. revealed that all staff ell as L of the client on wheelchairs
had received training on wheelchair security. as well as the rest o
in the facility.
Review of the in service fraining records on Reler to allachmenl #2.
September 2, 2011, at 10:20 a.m., revealed there in the future, the facitity management will
was no docyn_'nented ewdencq that St?’ff had ensure that stafT are traincd on the use of
received training on wheelchair security. It should heelchair saf
be noted that the surveyor had requested ; Wheeichiir safety
evidence of the wheelchair security training far all
staff on September 2, 2011, at approximately
10:10 a.m.
1271 3513.1(b) ADMINISTRATIVE RECORDS 1271 |

Each GHMRP shall maintain for each authorized
agency ' s inspection, at any time, the following
administrative records:

(b) Personnel records for alf staff including job
descriptions either at the GHMRP or in a central
office and made avallable upon requast:

This Siatute is not met as evidanced by:

Based on interview and record review, the Group
Home for Persons with Intefleciual Disabilities
{GHPID) failed to ensure that all the required
administralive records were available for
inspection, for one of the ten cansultanis
providing services,

The finding includes:

Health Regulation & Licensing Administration
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On August 31, 2011, during the entrance
conference at 10:00 a.m.. the quaiified intellectual The personnel record for nurse #4 are currently on
disabilities professional (QIDP) agreed fo make file 9-(16-11
availabie for review the persannel records of ali :
. o . er (o altac t #8
employees, including licensed professional health Refer fo at 'Lhmc.n - .
consuitants. On September 2, 201 1 beginning at In thie future the facility management will cnsure that
10:20 2.m., review of the personnel records for ali of the nurses' files are obtained from the ofFice,
heaith care professionals revealed no evidence of and are available 1o monitors upon request,
a current administrative record for Nurse #4. The
QiDP said she would follow-up with the agency's .
main office, | The personnel record for nurse #4 are currently on file 9-06
) Refer to atlachment #8
On September 2, 2011, at approximalely 12:30 In the future the lacility management will ensure that
P.m.. the QIDP stated that she had nat received a . o8’ Miles are obtained from the office
personnel record for Nurse #4. No additional all of the nurses files are obtuined from (he office,
information was presented before the survey and are available to monitors upon request,
ended iater that afternoon,
1399 3520.2(i) PROFESSION SERVICES GENERAL (3859

PROVISIONS
Each GHMRP shall have available qualified |
professional staff to carry out and monitor
necessary professional interventions, in
accardance with the goals and objectives of every
individual habilitation plan, as determined to be

necessary by the interdisciphnary team. The
professional services may include, but not be
fimited to, those services pravided by individuats
trained, qualified, and licensed as required by
District of Columbia law in the following
discipiines or areas of services:

(i} Speech and language therapy; and...

This Statute is not met as evidenced by:

Based on interview and record review, the group
home for persons with infellectual disabilities
(GHPID) failed to ensure that a copy of

Health Regulation & Licansing Admiristration
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The habilitation and training of residents by the
GHMRP shail include, when appropriate, but not
be limited to, the following areas:

{f) Health care (including skills related to nutrition,
use and self-administration of medication, first
aid, care and use of prosthetic and orthotic

(X4 1D SUMMARY STATEMENT QF DEFICIENCIES 0
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$399 Continued From page 8 1 398 1
professional credentials was maintained for each
indvidual providing professionatl services at the
GHPID, as required by District of Columbia law,
i the following disciplines or area:
{i} Speech and Language Therapy.
The finding is:
Review of the personnef records on September 2 The Speech and Language Pathologist's credentials were at
2011, beginning at 10:20 a.m., revealed that a the corporale ofTice in the HR's office 9-02-11
current licensefprofessional certification was not Refer Lo attachment # 7
available f?r’lh$2S§J§ECh Latgglggigjeraplﬂ:egt ! In the luture the facility management will ensure that
approximately 12:30 p.m., the ‘s gualifi IR TT e eadat b T g + ol T
nteflectual disabilities professional confirmed that all of the L]fnu.mn:\ ﬁles.an obtzined !r01‘11 the ofTice,
the license/professional credentialing for the and arc avatlable to monilors upon request.
Speech Language Therapist was not available for
review.
On September 6, 2011, al approximately 11:00 The Speech and Language Pathologist's credentials were at
a.m., a search of professianal licensing records the corporate office in the HR's office 9.02-11
online revealed no evidence that the consulting ' Refer to atlachment £ 7
Speech Languzge Therapist was licensed to . Refer f)a ac cfn # .
practice in the District of Columbia, in accordance In the future the facility management will ensure that
with: _ all of the clinicians' files are obiained from the office,
Title 3, Chapter 12 of the District of Columbia and are availuble to monitors upon request.
Official Code
SUBCHAPTER V. LICENSING,
REGISTRATION, OR CERTIFICATION OF
HEALTH PROFESSIONALS § 3-1205.01.
1436 3521.7{f) HABILITATION AND TRAINING | 436
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devices, preventive health care, and safety);

This Statute is not met as evidenced by:

Based on observations, interviews and the review
of records, the Group Home for Mentally
Retarded Persons (GHMRP) failed to implement
an effective system 1o ensure that each resident
participated m a self-medication training program,
for two of the three residents in the sampie,
{Residents #1 ang #2)

The findings include;

1. Observation of the medication administration
on August 31, 2011, at 4:35 p.m.. revealed the
licensed practical nurse (LPN} prepared Resident
#1's medications. He punched a pill into a
medicine cup, crushed the pill, placed into a cup
of applesauce and spoon fad the resident her
medication. The LPN then held a cup up to the
resident's mouth as she resident drank water
When finished, the LPN placed the medicine cup
into the trash can. At 6:50 p.m.. the LPN was
observed preparing Resident #1's medications.
He punched the pills into a medicine cup, crushed
the pills, placed them a cup of applesauce and
spaon fed the resident her medications. At no
lime did the LPN encourage the resident to
participate in the self-medication administration.

Interview with LPN on the same day, after the
medication administration, revealed that the
resident does not participate in a self medication
program.

Review of Resident #1's self medication
assessment dated May 26, 2011, on Seplember
1,2011, at 9:45 am., revealed thaf the resident is
capable of self administering medication with
assistance and under close supervision. At that

‘
H

Client #1 is encouraged to participale in self medication
program during medicalion administration. Even il she
refuses, she is offered with the opportunity 1o participate,
All nurses have been retrained (o ensure that client #1's self
medication program is fully implemented per protocol.
Refer to attachment #4.

[n the future, the nursing lewm will ensure that

all ol the individuals arc encouraged to fully participate
in the scif medication program,

Client #1 is encoursped Lo participate in self medication
program during medication administration. Even il° she
refuses, she is offered with the opportunity to participale.

All nurses have been retrained to ensore that client #1% self
medication program is fully implemented per protocol.
Refer 1o attachment 44,

In the future, the nursing {eam wiil ensure that

all of the individuals are encouraged to fully participate

04

G4}

(03-11

in the sell'medication program,

Health Regulation & Licensing Adminisiration
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time, a training program was recommended and
the interdisciplinary team accepted the training
program.

Review of Resident #1's Individual Program Plan
(iPP) dated November 10, 2010, on September 1,
2011, at 10:06 a.m_, revealed a program goal
which stated, "increase her self medication
participation skills”. Further review indicated
Resident #1's seif-medication program was
outlined as follows:

- With hand over hand assistance from the nurse,
[the resident] will accept the dispensed mediation
from the nurse;

- With hand over hand assistance from the nurse,
[the resident] will put the medication in her mouth:
and

- With hand over hand assistance from the nurse,
ithe resident] will swallow her medications with a
cup of water,

Review of Resident's #1 program documentation
record on September 1, 2011, at approximately
12:30 p.m., revealed that the LPN documented
that the resident required hand over hand
assistance. interview with the facilily's registered
nurse on September 1, 2011, at approximately
1:00 p.m, revealed that the LPN should
encourage Resident #1 to participate in the self
medication program.

2. Observation of the medication administration
on August 31, 2011, at 6:26 p.m., revealed the
licensed practical nurse (LPN) preparing Resident
#2's medications. He punched the pifls into a
medicine cup, crushed the pills, placed into a cup
of applesauce and spoon fed the resident her

(X4} 1D SUMMARY STATEMENT Of DEFICIENCIES D PROVIDER'S PLAN QF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYE
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1436 Confihued From page 10 | 436

| In the future, the nursing team will ensure that

l

Client #] is encouraged to participase in self mcedication
program during medication administration. Even if’ she
refuses, she is offered with the opportunity to participale.
All nurses have been retrained (o ensure that client #1's se
medication program is fully implemented per protocol.
9-03-11

Refer to attachment #4,

In the future, the nursing team wiil cnsure that

all ol the individuals arc encouraged Lo fully participate
in the self imedication program.

Client #1 is encouraged to purticipate in sell medication
program during medication administration. Even if she -
reluses, she is oftered with the opportunity to participate.
All nurses have been retrained to ensure that client #1% self
medication program is fully implemented per protocol.
Refer to attachment #4.

9-1p3
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medication. The LPN then held the cup up lo the Client #2 is encouraged lo participate in sell medication
resident's mouth as she resident drank the water. program during medicatton administration. Even if she
When finished the LPN placed the medicine cup refuses, she is offered with the opportunity te participate.

into the trash can, At no time did the LPN

. .. N cag fro » " A . H L
encaurage the resident to participate in the All nurses have been retrained to ensure that client #2' seill

self-medication administration. ! medication program is fully implemenied per protocol.  9}03-11
‘ Reler 1o attachment #4,
Interview with LPN on the same day, after the in the luture, the nursing tcam will ensure that

medication administration, revealed that the
resident does not participate in a self medication
praogram,

all of the individuals are encouraged {o fully pérlicipule
in the setf medication program.

Review of Resident #2's self medication
assessment dated May 26, 2011, on September

1, 2011, at 11:00 a.m., revealed that the resident Client #2 is encouraged (o participate in sell’ medication
is capable of self administering medication with program during medication administration. Even if she
assistance and under close supervision. At that I reluses, she is offered with the opportunity to participate.

time, a {raining program was recarnmended and

; g . |AH nurses have trained ¢ that client #2's se
the interdisciplinary team accepted the training AN nurses have been retrained o ensure that clien s self

program. medication program is fully implemented per protocol. 9103-11
Reler to attachment #4.

Review of Resident #2's Individual Program Plan In the fulure, the nursing team wili ensure that

(IPP) dated October 25, 2011, on September 1, all of the individuals are encouraged to fully participate

2011, at 12:06 p.m., revealed a program goal
which stated, "increase her self medication
participalion skills". Further review indicated
Resident #1's self-medication program was
outlined as foliows:

in the scIl medication program,

- With hand over hand assistance from the nurse, Client #2 is encouraped to participate in self medication
{the resident] will accept the dispansed mediation program during medication administration. Even if she
from the rurse; refluses, she is offercd with the vpportunity to participate.

. . All nurses have been retrained to ensure that ¢lient #2's self’
- With hand over hand assistance from the nurse,

{the resident] will put the medication in her mouth; -
and Refler 1o attachment #4.

medication program is fully implemented per protoced.  9-43-11

In the: luture, the nursing team will ensure that

- With hand over hand assistance from the nurse, 1all of the individuals arc encouraged to fully participate
{the resident] will swaliow her medications with a
cup of water.

in the self medication program.

Heaith Reguiation & Licensing Administration
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) . . Client #2 is cncouraged to participate in scll medication
Review of Resident's #2 program documentation program during medication administraiion. Even il’ she
record on September 1, 2011, at approximately refuses, she is offered with the opportunity to participaie
2:30 p.m., revealed that the LPN documented o ea wit pp yor p .
that the resident required hand over hand \ All nurses have been retrained to ensure that client #2's sel
assistance. interview with the facility's registered medication program is fully implemented per protocol.
nurse on September 1, 2011, at approximately Reler to attachment #4, 9-03-1¢
3:00 p.m,, revegled thal hie LPN,Shauid In the future, the nursing tcam will ensure that
encourage Rasident #2 to participate in the self Il of the individuals : ourased to fully narticioate
medication program. all i the individuals are encouraged to (ully participate
in the sclf medication program,
437 3521.7(g) HABILITATION AND TRAINING 1437
The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:
(g) Communication (including language
development and usage, signing, use of the
telephone, letter writing, and availability and
utilization of communications media, such as
books, newspapers, magazines, radio, television,
telephane, and such specialized equipment as
may be required);
: 4 . QR & [ -2 -
This Statute is not met as evidenced by: Cl?entwl was reussessed by- the QIPP (?n 9-21-11
Based on observation, staff interview and record Client #1 docs not communicale with sign language.
review, the group home for persons with The goal has been revised and the criteria was changed
intellectual disabilities (GHPID} failed to provide 1o physical assistance.
habilitation and training, for one of the three Stalf has been trained to physically assist elient
residents included in the sample. (Resident #1) , . . . .
#1 in the implementation of the table top activitics.
The finding inciudes: Refer to atlachment #3
The Speech and Language Pathologist will ussess
During evening observation on August 31, 2011, Clicnt #§ on 9-30-11
at 455.0 p'.m".RES'dent#1 wgg_observed In the future, the QIDP will ensure thal client #1's
participating in tabie top activities. At 4:55 p.m., sonl and objcctive coincide with her coanitive and
the resident threw the blocks across the table, goat anc objective caincide wifh her cognitive an
The staff put the blocks back in front of the adaptive abilities.
resident and she gently tussed them across the
Health Regulation & Licensing Administration
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table. The staff asked the resident if she was
finished piaying and the resident turned her head Client #1 was reassessed by the QIDP on 9.20-1]

n the cpposite direction of the staff. The steff put
the biocks back into the bag and removed them
fram the table. Interview with the staff on August
31, 2011, at 5:20 p.m., revealed that the resident
was non-verbal and used gestures tc gxpress her
need, however the resident does not use
american sign language.

Review of Resident #1's individual program plan
(IPP} dated November 10, 2010, on Septermnber 1,
2011, at 10:06 a.m_, revealed a program objective
which stated.” [the resident] will use manual signs
{ves, no, thank you, sorry, what and please) with
physical assistance from staff on 60% of
recorded triafs per month for three consecutive
manths."

On September 2, 2011, at 10:00 a.m., interview
with the qualified intellectual disabilities
professional (QIDP) indicated that the Resident
#1 does not use sign language; however, she
uses geslures to express her needs. Interview
with the direct support staff on September 1,
2011, at 10:40 a.m., who had been on duty the
evening of August 31, 2011, revealed that the
resident used gestures to express her wants and
needs. She further indicated that if she does nat
want to participate in an aclivity, she would throw
items acrass the table or the room.

Review of the QIDP quarterly notes dated from
November 2010 through August 6, 2611,
revealed that Resident #1 required 40% physical
assistance to complete the signs. The notes
further revealed that the rasident should continue
to receive training on the manual sign language
IPP. The QIDP confirmed that the resident does
not use manual signs and she would speak to the

" In the luture, the QIDP wilt cnsure that client #1's

Client#! docs not communicate with sign language.
The goal hus been revised and the eriteria was
changed to physical assistance.

StalT has been trained to physically assist ¢lient

#1 in the implementution of the table top activilies.
Reler to attachment #3

The Speech and Langnage Pathologist will asscss
Client #1 on 9-30-1t
goul and ebjective coincide with her cognitive and
adaptive abilities.

Client #1 was reassesscd by the QIDP on Q9-21-11
Client #1 docs not communicate with sign language.
The goal has been revised and the crileria was

changed to plysical assistance.

StafT has been trained (o physically assist elient

#1 in the implementation ol the table top activities.
Refer lo attachment #3

The Speech and Language Pathologist will assess
Client #1 on

In the fulure, the QIDP will ensure that clicnt #1's
goal and objective coincide with her cognitive and
adaplive abilities.

9-30-11
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staff that worked on August 31, 2011, and
documenled on Resident #1's sign language IPP.
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